il Te: 1. Complete this form
Ml T DS PAISMVA 2, Attath to PAIRF
Prior Authorization Unit {Prior Authorization Request Form)
Suite 88 Prior Authorization 3. Mail to EDS
6406 Bridge Road Specialized Medical
Madison, W1 53784-0088 Vehicle Attachment

Recipient Information
@ @ & & ®

Lasl Marme First Nama Migdia Medicaid |0 Nurnbaer A
Initiad

Provider Information
® @ @

( ) -

Peroming Provider's Nama Periprming Provider's Medicaid Provider Numbar Performing Provider's Telephone Number

A. Do you have a current Physician Certification, signed by a physician, physician assistant,
nurse midwife, or nurse practitioner documenting the recipient's need for SMV
transportation on file for this recipient?

U Yes O No

B. Please attach a copy of the prescription for trips that exceed the SMV mileage limit
signed and dated by a physician, physician assistant, nurse midwife, nurse practitioner,
dentist, optometrist/optician, chiropractor, podiatrist, HealthCheck agency, or family
planning clinic.

The provision of services which are greater than, or significantly different from, those authorized
may result in non-payment of the billing claim(s).
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